At this time of dynamic changes in the U.S. health-care system, the emergency department (ED) has a unique vantage point from which to monitor the pulse of Americans' health and to ensure that vulnerable groups are not the victims of unintended consequences of policy and system changes. The ED has a vital, pluripotent role in the U.S. health-care system: It is a primary site of acute unscheduled care and the chief source of hospital admissions, it serves as a diagnostic center, and it is an essential strand of federal, state, and community safety nets. 1 With such an array of roles, the ED forms a key intersection, where clinical, social, and financial issues converge and often bottleneck.
FROM BOTTLENECK TO MAGNIFYING GLASS
The ED occupies a virtual space at the intersection of outpatient and inpatient settings. When outpatient access to physical and mental health care is limited, patients find care in the ED. When all inpatient beds are occupied, patients are boarded in the increasingly crowded ED. In other words, access bottlenecks in outpatient and inpatient health care are often first detectable through trends in ED settings.
Social challenges are also disproportionately represented in the ED, which has been characterized as the place where "society's problems concentrate." 2 Consequences of unaverted mental health, substance abuse, and violence crises are all too common in emergency care settings. 3, 4 As early responders to victims of violent crime, ED staff members have a unique perspective on fluctuations in multiple social factors that influence health in the communities they serve. 5 The impact of these clinical and social demands is reflected in the familiar image of the ED as a clinical bottleneck, a place intimately familiar with the effects of unresolved social ills. For example, the path of uninsured and newly insured patients to the ED is well established, and states' fragmented implementation of the Patient Protection and Affordable Care Act (hereinafter, Affordable Care Act) assures this trend will continue. 6 Even so, Disproportionate Share Hospital funds that have historically eased the burden on hospitals have been cut under the Affordable Care Act, leading to further financial strain most profoundly felt in safety-net hospitals. This convergence of policy dynamics presents an opportunity to use the ED as a magnifying glass to detect and understand the effects of these policies on vulnerable and disadvantaged patients. An understanding of the ED's position as a key sentinel for problems in the U.S. health-care system presents an opportunity to identify and analyze the system's failure points and to inform solutions.
SEEING FAILURES, SEIZING OPPORTUNITIES
Patient utilization patterns offer valuable insight into the health of a system. Patterns of frequent utilizers, psychiatric patient boarding, and rates of repeat ED and hospital readmissions are key indicators of system-wide issues, including access to primary care and mental health services, as well as coordination of care in an intersectoral health system.
As one of the most accessible points of contact in the health-care system, the ED is particularly affected by frequent utilizers of the system. Approximately 5% of patients account for one-quarter of all ED visits and are often uninsured or publicly insured patients with complex, unmet medical and social issues. 7 Within the Medicaid system as a whole, 5% of patients account for 54% of total expenditures, and evidence indicates that this spending is, in part, a product of fragmented care and presumed avoidable ED visits and hospital admissions. 8, 9 Nevertheless, fragmented care that leads to frequent ED visits presents a key opportunity for system improvement. As the Affordable Care Act incentivizes more cost-effective health-care utilization through accountable care organizations (ACOs) and Medicaid managed care, using the ED as a site to identify frequent utilizers presents an opportunity to intervene and coordinate access, treatment, and social support, especially with regard to mental health and housing needs. At least seven states are employing such an approach, developing a plan to identify frequent utilizers of ED services, provide accessible care, and explore nonmedical issues that contribute to their health problems. 10 Washington State's program, for example, has illustrated that with such coordination through the ED, substantial cost savings for the system can be achieved ($31 million for the first six months). 11 Hennepin Health, a Minneapolis, Minnesota-based ACO, has observed a 9.1% decline in ED visits per year for its enrolled cohort, which may be driven by in-reach care coordination services for ACO enrollees who frequently use medical and psychiatric services in EDs. 12 Systems that capitalize on this opportunity will set themselves apart: By identifying the highest-frequency utilizers, understanding the complexity of their needs, and recognizing the role of the ED in an intersectoral health context, systems will identify promising opportunities to improve patient health and the system function.
Utilization patterns related to ED revisits and hospital readmissions through the ED may serve as further indicators of a system's health. The Centers for Medicare & Medicaid Services has targeted excess hospital readmissions as an area in need of system improvement and tied payment penalties to excess readmission rates. As reimbursement methods transition from fee-forservice to capitated payments, EDs might be pressured to reduce admission rates. 13 Additionally, the expansion of Medicaid and managed care Medicaid programs sponsored by the Affordable Care Act has created a further incentive to reduce so-called unnecessary ED use and hospitalizations; programmatic features of managed care plans (e.g., higher copays for ED visits than for outpatient visits and care coordinators for individuals with chronic conditions) offer varying potential to impact utilization. 14 The Affordable Care Act has also provided an increased incentive for primary care physicians to care for this expanded Medicaid population, which appears to have drawn primary care physicians to care for patients with Medicaid coverage. 15 Yet, this increased coverage by primary care physicians may not be sustained, as enriched primary care reimbursement expired in December 2014. Furthermore, many factors, including social disadvantage, contribute to ED use and readmissions, which are exacerbated by primary care access issues. 16 Monitoring these ED revisit and readmission rates may enable identification of particular service areas or patient groups whose outpatient needs remain unmet.
Another symptom of a struggling health-care system that is particularly salient for our most vulnerable populations is the rate of psychiatric boarding in an ED. The practice of boarding psychiatric patients in ED beds and hallways while they wait for inpatient placement is a serious, nationwide problem that likely represents inadequate outpatient access and insufficient inpatient psychiatric resources and capacity. In fact, 84% of emergency physicians report concerns with psychiatric boarding in their EDs, and 91% of these physicians report that the practice has had unsafe consequences, including violent behavior by distressed psychiatric patients, distracted staff, and bed shortages. 17 The Washington State Supreme Court recently ruled the practice unconstitutional, 18 which has drawn much-needed attention to an ailing mental health system in need of greater resource allocation, improved resource distribution, and better care coordination across health-care domains. With the Affordable Care Act's requirement for expanded coverage of behavioral health services and the suspected burden of the newly insured population, a 40% increase in behavioral health service utilization is anticipated. 19, 20 As a growing number of patients with mental health concerns seek the care they need, we will see further demand placed on the already strained system of emergency psychiatric care. Quantifying and monitoring psychiatric boarding in ED settings among hospitals and health systems and across U.S. regions are important steps toward identifying systems that are struggling to care well for vulnerable psychiatric patients.
As the portal to the hospital where readmitted patients often present, the ED offers a key moment to identify patients and groups with excess risk for revisit and readmission. Identification of high-risk individuals then presents the opportunity to circumvent unneeded admissions. Circumventing unneeded admissions may involve timely follow-up at local primary care offices, and incorporating primary care and community organizations in development of aggressive outpatient management plans involving services such as home visits by community-based nurses. ACOs' payment models incentivize such coordination of care across the spectrum of inpatient and outpatient care. The State Action on Avoidable Re-hospitalizations initiative and Medicare Quality Improvement Organizations, for example, have demonstrated promising early improvements in readmission rates through comprehensive approaches to care transition that involve ED services. [21] [22] [23] Such systems' success in providing patients with accessible health care is reflected in reduced rates of ED revisits and hospital readmissions. Overall, building a systemlevel measure of ED revisits allows for identification of systems that fail to fully coordinate outpatient care. Systems that fail to recognize the critical position of the ED in the patient's care continuum and, thus, fail to capitalize on such opportunities for coordination, will be flagged by ED revisit and admission rates that soar above those of their peers.
As clinical, social, and fiscal policies converge at the community level, it is evident that the ED is ideally positioned to monitor the vital signs of our health-care system and the consequences of policy changes on the health of the most vulnerable populations. The ED is staffed by early responders-individuals on the front lines who uniquely experience the surrounding community's social challenges and health-care access difficulties. The ED itself can be an early responder through coordinated system-level monitoring for detecting and clarifying the effects of policy and system changes, and triggering analyses that inform and facilitate a prompt response. Rather than acting as a point of last resort, the ED can instead reframe failures as leading-edge opportunities to understand our system's stress points. These stress points are opportunities to develop innovative solutions and move forward in ensuring that our health-care system improves the health of our population in real time. 
